Reply  by Rooijens, Patrick
cause it seems that the femoral approach will remain the privileged
route for endovascular treatment of ICA stenoses, a direct punc-
ture of the CCA carrying a too-important risk of complications,
especially in patients premedicated with antiaggregants and hepa-
rin, we are not particularly optimistic about seeing an important
reduction of DWI lesions in the future. The only way to reassure
us would be to demonstrate that those lesions are innocuous—
especially that they induce no negative effects on cognitive func-
tions or acceleration of intellectual decline.
Second, concerning the utility of carotid interventions in
asymptomatic patients, we agree that this topic is still controversial
and that the indications have to be restrained. Local center exper-
tise and complication rates, the patient’s condition and life expect-
ancy, and the degree of ipsilateral and contralateral stenosis are
some of the key points that need to be assessed. The group of
asymptomatic patients who we treated was carefully selected on the
basis of local and general criteria, and we considered, after a
multidisciplinary discussion, that CAS was a better alternative than
surgery or conservative management.
We did not treat patients who were elderly and asymptom-
atic. The asymptomatic group was in fact significantly younger
than the symptomatic group (mean age, 69.5 vs 77.7 years) and
had in general a good life expectancy. Their stenoses were very
tight and bilateral in 46% of the cases. Twenty-nine percent of
the patients had a hostile neck that precluded any surgical
procedure. Forty-three percent had to undergo cardiac surgery
in the near future, and in this group of patients, we considered
that CAS followed within several days or weeks by cardiac
surgery was potentially less invasive than a combined carotid
and cardiac surgical procedure, which is known to carry a higher
rate of mortality and morbidity.
Finally, none of these highly selected asymptomatic patients
had a neurologic deficit, and their rate of new silent DWI lesions
was less than that in the symptomatic group (34% vs 50%). We
therefore think that our attitude was justified, but we agree that the
indications to treat them must be restrictive and that the follow-up
is very important.
Third, observation of such a high incidence of focal DWI
lesions, especially in asymptomatic patients, should indeed be a
concern. Fortunately, a recent study2 has demonstrated that
most of those DWI lesions (97%) do not evolve to macroscopic
brain infarction and are nondetectable on magnetic resonance
imaging follow-up examinations at 6 months. In addition,
stenting of the ICA stenosis could prevent further embolization
from the carotid plaque and, in some cases, restore cerebral
perfusion, therefore potentially improving some cerebral cogni-
tive functions. This remains nevertheless speculative, and when
considering the high rate of DWI lesions, we definitively agree
with Pr. Limet that the short- and long-term evolution of
cognitive functions in CAS patients needs to be evaluated and
compared with carotid endarterectomy.
Frank Dieter Hammer, MD
University Hospital St. Luc
Brussels, Belgium
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Regarding “Autogenous radial-cephalic or prosthetic
brachial-antecubital forearm loop AVF in patients
with compromised vessels? A randomized multicenter
study of the patency of primary hemodialysis access”
The article of Rooijens et al1 promotes the placement of
brachial-antecubital forearm loop prosthetic grafts when forearm
arteries and veins are judged unsuitable for the creation of a native
fistula in dialysis patients. They wrote in the introduction that no
information was available on the performance of alternative ac-
cesses in patients with poor or questionable forearm vessels, that
“an upper arm direct AVF, anastomosing the brachial artery with
the cephalic or basilic vein, may be a second best option after failure
of a radial-cephalic AVF, but that in K/DOQI guidelines no
consensus for either this option or the implantation of a prosthetic
graft implant has been outlined.” This statement is false, since
DOQI guideline number 3 clearly outlines that a prosthetic graft
should be placed only “if a wrist radial-cephalic fistula or an elbow
brachial-cephalic fistula cannot be constructed.”2
Therefore, we do not believe that Rooijens et al have ad-
dressed the major issue, which is not to determine whether grafts
fare better than forearm fistulas but whether they fare better than
direct brachial-cephalic fistulas. In fact, the review of the literature
by the authors of the DOQI guidelines demonstrated the latter.
In addition, the authors have overlooked the fact that forearm
prosthetic grafts invariably result in the development of a stenosis
at the venous anastomosis located at the elbow level, which then
often precludes the use of the cephalic or basilic vein for creation of
a direct elbow fistula. Finally, primary placement of a graft is rarely
reversible, whereas failed native fistulas leave the door open for
secondary or tertiary prosthetic grafts. For these reasons, we dis-
agree with the authors that forearm grafts should be placed before
brachial level fistulas.
Luc Turmel-Rodrigues, MD
Pierre Bourquelot, MD
Clinique Saint-Gatien
Tours, France
REFERENCES
1. Rooijens P, Burgmans J, Yo T, Hop W, de Smet A, van der Dorpel M,
et al. Autogenous radial-cephalic or prosthetic brachial-antecubital fore-
arm loop AVF in patients with compromised vessels? A randomized
multicenter study of the patency of primary hemodialysis access. J Vasc
Surg 2005;42:481-6.
2. National Kidney Foundation-Dialysis Outcomes Quality Initiative. Am J
Kidney Dis 1997; 30(suppl 3):S150-91.
doi:10.1016/j.jvs.2005.12.072
Reply:
The radial-cephalic direct wrist arteriovenous fistula (RCAVF)
is the primary and best option for vascular access in patients who
need long-term intermittent hemodialysis, as proposed by the
National Kidney Foundation-Kidney Disease Outcomes Quality
Initiative guidelines. However, in patients with poor or question-
able forearm vessels, an alternative vascular access may be consid-
ered.
We agree that an antecubital brachial-cephalic fistula is a good
second option, but there are still no good studies available that
support this alternative access. On the other hand, before starting
the current study, only few data were known on the outcome of
RCAVFs in patients with poor or questionable vessels, and no
information on the performance of prosthetic arteriovenous grafts
in these patients were available. That is the reason why we per-
formed this study.
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It is true that there is a chance that a stenosis will develop at the
venous anastomosis of forearm prosthetic grafts. We agree that
these stenoses can preclude the use of the cephalic or basilic vein
for creation of a direct elbow fistula. However, when these stenoses
are detected early and treated by percutaneous transluminal angio-
plasty, there is no necessity to create an upper arm arteriovenous
fistula.
Yes, failed autogenous fistulas leave the door open for second-
ary or tertiary prosthetic grafts, but is it correct to create an
autogenous arteriovenous fistula in patients with poor vessels when
there is still no evidence that these fistulas do better than prosthetic
grafts? We all know that there is still a considerable risk for early
thrombosis or non-maturation in autogenous upper arm fistulas.
In addition, upper arm access has a higher incidence of peripheral
ischemia and cardiac failure due to high access flow.
Finally, we did not conclude, as is suggested, that forearm
grafts should be placed prior to brachial-based fistulas. We only
conclude that patients with poor forearm vessels may benefit from
implantation of a prosthetic graft.
Patrick Rooijens, MD
Medical Center Rijnmond Zuid
Rotterdam, The Netherlands
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